Case history A 22-year-old bisexual man was referred to the Genito-Urinary Department in 1986 having been found to be HIV antibody positive at routine screening following blood donation.
He first noticed mild'ocular discomfort and blurring of vision in October 1988. His symptoms ran a chronic fluctuating course and failed to respond to several courses of topical antibiotics. He developed problems with nasal obstruction and discharge in February 1989.
He was referred to the Ophthalmology Department in June 1990. On initial examination best corrected visual acuity was 6/9 in each eye.
His conjunctiva was minimally injected with no follicular or papillary response. Both corneae were diffusely covered with fine punctate epithelial opacities the majority of which stained with fluorescein (Fig 1) polypectomy specimens were prepare thin sections and examined in an Al electron microscope. d in ultra-Results El EM801 The conjunctival scrapings consisted of squamous epithelial cells; no inflammatory cells were seen. In the first sample the majority of epithelial cells examined from both eyes were infected with microsporidial spores contained within membrane-bound vacuoles (Fig 2) . The spores were ovoid measuring 2 pm x 1 lim. The spore wall was 60 nm thick and comprised an outer electron dense layer (exospore) and an inner electron lucent layer (endospore). A membrane lined the endospore which in mature spores enclosed an electron dense cytoplasm.
Within the cytoplasm was a single nucleus and a peripheral coiled filament which emanated from a polaroplast organelle at the anterior pole of the spore. Six or seven turns were evident in the filament (Fig 3) . Extruded filaments were seen in several spores. Less mature spores were more electron lucent with fewer internal organelles. Although this form of treatment holds promise for relieving ocular symptoms in this infection the likely widespread involvement of other tissues especially respiratory mucosa provides a persistent reservoir for reinfection.
